their health worse than men, and that income was a strong predictor of SPH in the elderly. Angina, stroke and chronic pulmonary disease were the conditions that remained associated with SPH in the study. The authors also found a strong relationship between pain and functionality, and SPH 5 . Chronic diseases, income, gender, and functional ability were also associated with SPH in the elderly, in two studies conducted in Brazil 6, 7 . The identification of the factors that influence SPH in the elderly who are assisted in primary care may help in the development of better public health strategies as, for example, the improvement of patient adherence to health services and treatments, as well as acting positively in the promotion of a healthy lifestyle. We hypothesize that elders with low socioeconomic status and a higher level of functional impairment will rate their SPH worse. We aimed to investigate the association between SPH and clinical and sociodemographic factors of elderly outpatients who were evaluated at a secondary care unit.
METHODS

Sample
Three hundred and forty-five elders were consecutively evaluated in the period between April 2012 and May 2013 in a secondary care unit that performs multidisciplinary geriatric and gerontological assessment of outpatients who are at least 60 years old and are recruited from primary care units.
The majority of the sample comprised women, in their sixties, with low socioeconomic status, and with adequate familial and social support. Sociodemographic characteristics of the sample are described in Table 1 .
We excluded those who had a diagnosis of dementia (n = 19) and who did not answer the question regarding SPH. The final sample consisted of 326 elders.
Instruments
Sociodemographic (gender, age, marital status, scholarship, familial, and social support) and clinical characteristics (insomnia and comorbidities) were assessed through direct anamnesis and clinical examination. Insomnia was defined according to ICD-10 criteria 8 . Self-perceived health was assessed though direct interview with the question: "In general, how do you rate your health?" The elder could rate their SPH among five possible answers: very good, good, reasonable, bad and very bad. A similar evaluation of SPH was performed in the study conducted by Jardim et al.
9
The ability to perform instrumental activities of daily living (IADL) and activities of daily living (ADL) were assessed through Lawton and Brody's Instrumental Activities of Daily Living Scale 10 and the Katz Index
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, respectively. The IADL scale evaluates the ability to perform instrumental tasks, such as going out alone, performing small household repairs, managing medication, making phone calls and taking care of finances. The scale consists of nine items, which are graded between 0 (normal) and 3 (disabled). The final score is obtained through the sum of each item's score. The maximum score is 27 (severely disabled) 10 . The Katz Index assesses the person' s ability to perform basic activities of daily living such as bathing, dressing, and eating. The scale has six items and the final result indicates independence, or total or partial dependence to perform ADL
. Frailty was evaluated through the Study of Osteoporotic Fracture Index 12 , which is an instrument that assesses frailty in the elderly according to three parameters: loss of 5% of weight, the ability to stand up without holding the armchair, and feeling full of energy. Each question is answered "Yes" or "No", and two "Yes" answers to the first two questions and/or a "No" to the third are required to classify the person as frail.
Depression was assessed through the Geriatric Depression Scale -5 13 which evaluates the risk for depression in the elderly, and comprises five questions with a Yes/No answer.
The Timed Up and Go Test was used to evaluate the risk of falls. It consists of a quick test, in which the person is asked to stand up, walk approximately 2.44m, go back and sit down again, as fast as possible. If the person executes this task in a timeframe less than 10 seconds, it corresponds to an absence of risk. A timeframe between 10 and 20 seconds corresponds to a moderate risk of falls, and greater than 20 seconds to high risk of falls 14 . Visual acuity was evaluated through Snellen's scale 15 . Socioeconomic status was obtained using the ABIPEME Criteria of Brazilian Socioeconomic Classification 16 . Statistical analysis Sociodemographic data analyses were performed through means and standard deviations or percentages. The Chi Squared test was used to compare sociodemographic and clinical variables. The SPH was dichotomized into good or bad. Age was categorized into three groups: 60-69 years old, 70-79 years old, and ≥ 80 years old.
We dichotomized the SPH into good (very good, good, reasonable) and bad (bad, very bad).
The risk of falls was dichotomized into with, and without, risk. We also dichotomized the ability to perform ADL and IADL into dependent or independent.
In order to identify the predictors of SPH, we performed logistic regression analyses with SPH as the dependent variable. Variables that were associated with SPH in binomial analyses were included as explanatory variables. Results were considered statistically significant if the p-value was ≤ 0.05.
Ethical aspects
The project entitled "Polo de Atenção Secundária" of the Centre for Research and Studies on Ageing (CEPE) was approved by the Ethics Committee in Research.
RESULTS
More than half of our patients referred their SPH as bad (n = 204; 63%). Hypertension (n = 279; 86%), insomnia (n = 125; 38%), and low visual acuity (n = 103; 33%) were the most common comorbidities. Most of our patient group comprised elders who independently perform their IADL (n = 239; 73%) and basic ADL (n = 293; 90%).
Elders with inadequate familial support showed a tendency to refer to their SPH as bad (p = 0.08). However, better SPH was reported by those who were functionally able to perform IADL independently (p = 0.01), with no risk of falls (p < 0.05), non-frail (p < 0.05), and without insomnia (p < 0.01) ( Tables 2 and 3) .
We carried out logistic regression analyses with SPH as a dependent variable, and functional ability to perform IADL, risk of falls, frailty, insomnia, and familial support as explanatory variables. Insomnia (OR = 0.47, CI 95%: 0.2 -0.80, p = 0.01) was the only variable that was significantly associated with SPH (Table 4) . 
DISCUSSION
This study showed that elders who depended on others to perform IADL, were frail, with risk of falls, and had insomnia, had a worse SPH. Insomnia was the strongest predictor of a poor SPH in our patients.
This finding is consistent with other studies that found a significant association between functional ability and SPH 2, 5, 7, 17, 18 . A study conducted in Brazil with 363 elders, found that those who reported not being able to count on anyone if they were to become bedridden reported worse SPH. According to the authors, feelings of insecurity of not having anyone to count on, contributed to a worse SPH 17 . In Brazil, it is estimated that approximately 90% of the elders who need some care depend on their families 19 . This evidence may partly explain our findings, as we found that those with adequate familial support showed a tendency to evaluate their health positively.
We found that elders who were not frail showed a better SPH. The study conducted by Moreira and Lourenço 20 with 847 elders, found a strong association between SPH and frailty. Thomaz and Fattori 21 also found a significant relationship between poor SPH and frailty.
According to the literature, history and fear of falls help to promote a poor quality of life and contribute to the institutionalization of the elderly 22 . In our study, those with a risk of falls showed worse SPH.
A Brazilian study conducted by Vagetti et al. 23 found that a significant proportion of female elders who lived in low-income regions referred to their SPH negatively. The authors found that eight out of 10 female elders evaluated their health as bad or very bad. Physical, psychological and environmental aspects showed strong associations with SPH. Feelings of insecurity of physical integrity, and scarce financial and leisure resources, were significant predictors of a negative SPH 23 . This study found that insomnia was the factor that exerted the greatest impact on SPH in our patients. Our results are consistent with those of Magee et al. 24 who found a strong relationship between bad SPH and short sleep duration. The prevalence of sleep disorders increases with age 25, 26 . A study that included more than 16,000 elders from developing countries found that the prevalence of sleep disorders ranged from 9.1% to 37.7% 27 . Contrary to our hypotheses, neither sociodemographic status nor functional impairment significantly predicted SPH. The review conducted by Pagotto et al. 28 suggests that SPH in the elderly is influenced by socioeconomic status, as elders with low socioeconomic status have less access to medical services and show low adherence to medical treatments. Also, according to the authors, SPH is more affected by functional impairment to perform ADL than suffering from a chronic disease.
Our study has some limitations that should be considered. The cross-sectional design of the study does not allow us to make any causal inferences regarding the identified associations. Longitudinal studies are necessary to further investigate the relationship between insomnia and SPH among elders derived from low-income primary care units.
To sum up, SPH was strongly correlated with insomnia in our study. The investigation of insomnia in the elderly should be routinely performed in primary care because of the negative impact it imposes on the health of this population. 
